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Variations do exist in the reported incidence of twin 
deliveries, which is thought to be influenced by both 
environmental and racial factors.[1] It is the highest among 
the Negros especially the Yoruba tribe, lowest in the Asian 
mongoloids, and intermediate in the Caucasians. Even 
among the Caucasians, Afro-Americans have a higher 
incidence than their fellow Caucasians. This indicates the 
superiority of genetic over environmental factors.[2]
The incidence of twins in Nigeria varies from 14.4 to 53.8 
per 1000 births[1,3-9] compared to the lower rate of 12.3/1000 
births in England and Wales[10] and 11.3–15/1000 births in 
USA.[11] The highest incidence of twin births was recorded 
among the Yorubas in Western Nigeria with a twinning 
rate of 53.8/1000 births[5] which was attributed to the 
high consumption of yam as their stable food in the area, 
which was thought to contain high gonadotrophin-like 
substances.[8] Other predisposing factors identified with 
the increase twinning rate include maternal age, increasing 
parity, positive family history of twin deliveries, and the use 
of ovulation induction agents.[1,10]
Twin pregnancy is considered a high-risk pregnancy because 
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Objectives: The objectives of the study were to determine the outcome of twin births at the University of Maiduguri 
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of the increased incidence of complications which include 
preterm labor, pregnancy-induced hypertension, antepartum 
and postpartum hemorrhage, fetal malformations, and 
perinatal death.[6,10] Prematurity which is the commonest 
antenatal complication[12,13] is the most frequent cause of 
perinatal death.[14,15]
This study was undertaken to determine the incidence of 
twin births and to review the associated pregnancy and 
fetal complications as seen at the University of Maiduguri 
Teaching Hospital (UMTH), Maiduguri.
Materials and Methods
From January 2000 to December 2004, there were a 
total of 196 twin births at the UMTH; out of these, 
186 case records were retrieved for study giving a 
retrieval rate of 95%. The case notes were retrieved 
from the Central Medical Records Library. The following 
information was obtained: age, parity, booking status, 
family history of multiple gestations, type of twins, 
pregnancy complications (antepartum and postpartum), 
fetal presentations, and mode of deliveries. Others 
were perinatal outcome, sex distribution, mean birth 
weight, and gestational age at delivery. A positive family 
history in this study means that the mother or sister had 
twin births. Zygosity was determined by the Weinberg 
rule.[16] This rule states that the number of monozygotic 
twins in a given twin population is the result of the total 
number of like sex twins minus unlike sex twins. The 
rule is based on the assumption that the total number 
of like sex dizygotic twins in a given large population of 
at least 100,000 people in a community equals that of 
unlike sex dizygotic twins. Therefore, the excess of the 
total like sex twins over total unlike sex twins will be due 
to monozygotic twins. A chi-square test was used for the 
test of significance while the results were analyzed by the 
SPSS system, version 11.
Results
A total of 8431 deliveries occurred during the 5-year study 
period and there were 196 twin deliveries giving a twin birth 
incidence of 23.25/1000 births. One hundred and twenty-
seven were like sex twins, while unlike sex twins were 59. 
Dizygotic twinning accounted for 68.3% of the cases, i.e., 
15.06/1000 births, while monozygotic twins occurred in 
31.7%, i.e., 6.99/1000 births. Out of the twin deliveries, 130 
were booked patients (70.4%) while 55 patients (29.6%) 
were unbooked.
The peak age incidence as shown in Table 1 was the 25- to 
29-year group, which accounted for 67 (36.0%) cases, while 
the modal parity was Para 0, with the lowest in the Para 6 
group. Ninety-five patients (51.1%) had a positive family 
history of multiple gestations. None of the patients had 
ovulation induction.
Table 2 shows the maternal complications. The most 
frequent antenatal complication was preterm labor which 
occurred in 29.6% of cases. Other common complications 
encountered were pregnancy-induced hypertension and 
antepartum hemorrhage. There was one maternal death 
as a result of ruptured uterus and consequent disseminated 
intravascular coagulopathy.
Table 3 illustrates the fetal characteristics in terms of 
sex distribution, presentation, and mode of delivery. No 
statistical significant difference between the three groups 
of twin birth (male-male, female-male and male – female), 
male–male 65 (35.6%), female–female 62 (33.3%), and 
male–female 59 (31.7%) with male-to-female ratio of almost 
1:1. The presentation of twins in order of their frequency 
was vertex–vertex, 48.4%, vertex–breech, 36.0%, breech–
breech, 9.7%, vertex–transverse, 4.3%, and transverse–
transverse, 1.6%.
Table 1: Age and parity distribution



















Table 2: Maternal complications
Factors Frequency Percentage
Preterm labor 55 29.6
Pregnancy-induced hypertension 10 5.4
Perineal tear 10 5.4
Postpartum hemorrhage 7 3.8
Antepartum hemorrhage 6 3.2
Cord prolapse 6 3.2
Preterm rupture of membranes 5 2.7
Postdate pregnancy 1 0.5
Ruptured uterus 1 0.5
Maternal death 1 0.5
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Spontaneous vertex delivery occurred in 99 (53.2%) 
of first twins and 75 (40.3%) of second twins. Assisted 
breech delivery occurred in 30 (16.1%) and 50 (26.9) 
of first and second twins, respectively. Cesarean section 
was done for 24.7%, almost double the 11.3% among 
singletons. Ventouse was used for 11 (5.9%) and 15 
(8.1%) of the first and second twins, respectively. 
The main indications for cesarean section were 
malpresentation, 15 (32.6%), and pregnancy-induced 
hypertension, 14 (30.4 %).
The commonest fetal complication as shown in Table 4 was 
low birth weight accounting for 51.7% births and perinatal 
death, which occurred in 40 (10.75) of neonates, with a 
perinatal mortality rate of 107.5/1000 births. There were 
23 stillbirths and 17 early neonatal deaths. The main cause 
of perinatal death was prematurity which occurred in 26 
(65%) of the 40 cases.
Table 5 relates the gestational age at delivery and birth 
weight to the perinatal deaths. The highest perinatal 
mortality rate of 266.7/1000 births occurred in the 
preterm group, 28–32 weeks, while term babies (>37 
weeks) had a perinatal mortality rate of 26.7/1000 
births, a difference that was statistically significant (P = 
0.000002). Similarly, the low-birth-weight group (<2.5 
kg) accounted for 34 (85%) of the total perinatal deaths. 
Those weighing <1.5 kg at birth contributed the highest 
perinatal mortality rate of 288.5/1000 births compared 
to 44.1/1000 births among those delivered at term 
(P = 0.000004).
Discussion
The incidence of twin births in this study is 23.3/1000 
births which is lower than that reported in early studies in 
Nigeria[1,4-9] by other authors, but higher than that found 
in an earlier study done in the same institution (14.4/1000 
births)[3] and those of United Kingdom (12.1/1000 
births)[17] and USA (11.3/1000 births).[4] Though the 
incidence of twinning in this study is higher than that stated 
in an earlier report in the same center, this might not be 
unconnected with the low incidence of twinning among 
the Kanuris (7.4/1000 births),[18] the major ethnic group in 
the study area. The distribution of dizygotic twins, 68.4%, 
and monozygotic twins, 31.7%, is however lower than that 
in previous reports of dizygotic twins which accounted for 
73.7–86.5% cases and monozygotic twins which accounted 
for 19.5–26.3% of the cases.[1,3,6,7]
The collaboration of increased maternal age and twinning 
rate as observed in the under 20- to 29-year age group 
(57.5%), which though lower correlates with an earlier 
report of 65.5% in the age group of 15–30 years.[3] The 
age bracket however differs with some workers’ view of an 
Table 3: Fetal characteristics











Mode of delivery 1st twin (%) 2nd twin (%)
Spontaneous vaginal 99 (53.2) 75 (40.3)
Cesarean section 46 (24.7) 46 (24.7)
Assisted breech 30 (16.2) 50 (26.9)
Vacuum 11 (5.9) 15 (8.1)
Total 186 (100%) 186 (100%)
Like sex twins: 65 + 62 = 127 (68.4%). Unlike sex twins: 59. 
Monozygotic: 127 – 59 = 68 (31.7%). The male-to-female ratio was 
~1:1.
Table 4: Fetal complications and causes of death
Factors Frequency Percentage
Low birth weight 45 51.7
Perinatal death 40 46
Prematurity 26 29
Respiratory distress syndrome 6 15
Congenital malformation 2 2.3
Unexplained death 8 20
Table 5: Perinatal death in relation to the gestational 
age at delivery and birth weight
Factors No. of babies PND  PNMR
Gestational age (years)
28–32 90 24 266.7
33–36 132 12 90.9
≥37 150 4 26.7
Total 372 40
χ2 = 25.95; P = 0.000002
Birth weight (kg)
<1.5 52 15 288.5
1.5–2.4 114 19 166.7
2.5–2.9 136 6 44.1
≥3 70 0
Total 372 40
χ2 = 27.86, P = 0.000004
increased twinning rate at a higher age especially above 
30 years.[17]
The generally agreed view of a direct relationship between 
parity and twinning rate has not been found in this study. 
Instead we discovered that most of the twin births occurred 
in lower parity (Para 0–3), which accounted for 132 (70.9%) 
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cases. This finding is similar to earlier reports of 62.0% from 
the same centre[3] A positive family history of twinning of 
51.1% is in keeping with the role of hereditary factors in 
increasing the twinning rate,[8] which also correlates with 
an earlier report.[3]
Antepartum complications noted in this study were 
preterm labor, 29.6%, pregnancy-induced hypertension, 
5.4%, and antepartum hemorrhage, 3.8%. The 
prematurity rate was observed to align with reports of USA 
(21.5%)[15] and Finland (29.2%),[14] but lower than the 
previous institution rate of 39%.[3] The lower incidence of 
postpartum hemorrhage may be related to the use of active 
management of labor. This is because most of the patients 
were booked (70.4%) and all deliveries were conducted in 
our center where the active management of the third stage 
of labor is routinely practiced.
The cesarian section rate of 24.7% observed in this study 
is higher than the reported 2.3% in Ibadan[19] and 11.3% 
in Maiduguri.[3] The commonest indications for cesarian 
section in this study were malpresentation and pregnancy-
induced hypertension, but the earlier observed hypertension 
was cord prolapse.[3]
The perinatal mortality rate of 107/1000 births is 
significantly higher than 23.3/1000 deliveries generally 
observed earlier in the same institution.[20]Vertex–vertex 
presentation accounting for 48.4%[3]is however lower than 
that (60.0%) observed in Katsina.[7]
Conclusions
Considering that fetal prematurity and low birth weight, 
sequelae to preterm labor, are the commonest causes of 
perinatal death in this study, efforts should be geared during 
the antenatal period toward the prevention of premature 
birth. And also, improving on existing neonatal services 
to cater for the neonates at the critical period of their life 
will significantly reduce the associated morbidities and 
mortalities.
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